MISSOURI DIVISION OF HEALTH — §

DERPAATMENT OF PUBLIC HEALTH AND WELFAREK

DO NOT WRITE
ON THIS STUB

AMENDED

¥5 300
Rev. 4/59

2

DATE AMENDED

Registration Distri

I. PLACE OF DEATH

a. COUNTY
lay

2. USUAL RESIDENCE {Where deceased lived,
. STATE b. COUNTY P
* Mo. Clay

I instingtion:

Renidence beforg

admistion)

b. CITY {if autside :orpotam limits, give TOWNSHIP only)

OoR
TOWN Kansas City

Length of stay in 1b

1

years

c, CITY
Tg?h‘N
Kansas City

taside Limirg

Yes No O

c. FULL NAME OF {If NOT in howpltal, give Iocation)

HOSPITAL OR
2301 E,

INSTITUTION

51 Terrace

“Tnside Limirs

Yetp No [

d. STREET
ADDRESS

(If curside, give location)

2301 E. 51 Terrace

Reside on Farm

Yes O Nn&

3. NAME OF DECEASED
{Type or priny)

Firgt

WILLIAM

Middle

M,

Last

WALLIS

4. DAIE

Year

1963

ya Month Day
DEA™M _October 30

5. SEX

8. COLOR OR RACE

7. Morried Never Married [J [8. DATE OF BIRTH

9. AGE {last birthday) | IF UNDER ! YEAR IF UNDER 24 HR

Hours Min.

Widowed Divorced [

Months Days
74

ty and stata or country)

Mo,

14. NAME OF K

lLenora Brown Wallis
Address K; C . blo .

Lenora Wallis, 2301 E.5]1 Terr.

C AR ¢ IR0 2Ls 7~ o reskes
oerom  C ELLERAEL A/s/a,v/rf
DUE 10 () C 8/€eo€£/ﬂ-'L 7‘#{0/7,?0:5!5

/Jﬁhavmﬁw
ANT CONDITIONS CONTRIBUTING TO DEATH bur not re?wd PART 111 If

-2-1889

11. BIRTHPLACE |

Platte Co.,

Male White
10a. USUAL OCCUPATION (Give kind of wark done
durrng mast of working life, aven if retired)

hsulcha
"5 NARE

10b. KIND OF BUSINESS QR INDUSTRY

fFarmer
136. MOTHER'S MAIDEN NAME

Eliza Brooks
14, SOCIAL SECURITY NO. 17.

Mrs.

12, CITIZEN OF

USA

USBAND DR WIFE

WHAT COUNTRY

13a. FATH

James Wallis
15. WAS DECEASED EVER IN U.5. ARMED FORCES?
(¥es, no, or unknown}| (I yey, give war or dates of sery
No

18. CAUSE OF DEATH (Enter only une cause per lin
PART |. DEATH WAS CAUSED BY:

IMMEDIATE CAUSE (a)

INFORMANT
ica)

-
z
w
=
S
o
Q
a

which gave rise ta
above ceuss [a),
stating the under.
tying cause last.

e iR

19. WAS AUTOPSY | 20s. ACCIQENT
PERFORMED? (W]
YES O NO

20c. TIME OF
INJURY

INSTEAD OF

Conditiana, If any, }

she ter

2 fhes.
n dacearad was female was
iven in PART 1 {a) Fesn Cer a/78, i[i
e l/f_rcuMa/rw-rt-IWJMf A ER

there a pregnancy in last 90 days.
SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature ol injury in PART | or PART LI of itern 18.)
[} a

{J] No l O Unknown

Hout Month, Day, Year I
a.m.

p.m.

70d. WNIURY QCCURRED
WHILE AT WORK [J
NOT WHILE AT WORK [J

AMENDMENTS ON THIS' RECORD ARE AS FOLLOWS

MEDICAL CERTIFICATION

2e. PLACE OF INJURY [e.g., in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE

farm, factory, street, office bldg., erc.)

3 H; o C)( ;0 /7‘/J,nnd last saw malwe o a 4 a /7‘3

Death occurred at p a‘- A- m on the date stated above, and to the best of my knowledge, from the causes stated.

120. H/G?ILE/ 5‘: 102 or title) d a 226. ADDRESS a"-.‘_’_ - V/ y/d” A&O . | 22c. DATE SIGNED
\ . v D é

o sat i 18, Im o /0/24/&5
T 2%a. BURIAL, CREMATION, 23b. DATE 23c. NAME OF CEMETERY OR CREMATORY

23d. LOCATION (City, town, or county) ' (State)
« REMOVAL (Specify) .
&2 Removal 11-1-1963 White Cha rlqdqrnnp
ADDRESS 25. DATE RECD. BY LOCAL REG.
Mo, Ze-30-6£3

24. FUNERAL DIRECTOR 26. REGISTRAR'S SIGN TURE
0 é"—‘-“ AJ%
(Litansed Embalmer’s Staternent on Reverse Side)

Pasley Tluneral Home, Liberty,
e b it

21. 1 artended the deceased [ro

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

,, Edwards

el Mpm. Gdnls

BY AFFIDAVIT OF

v ITEM NO.

3




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

“or by : Student Embalmer No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalmer No. qjd ?

P. O. Address

Note: The above MUST BE SIGNED BY 'THE LICENSED EMBALMER in his OWN HANDWRITING. (Fallure to cornply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.




